Walker: I have always been impressed by the discrepancies that exist in the technique of prostatectomy as practised by the English school of urology. Now the nearer we are to perfection in technique, the fewer are the variations that we find, and the fact that we are so widely different in our technique in this operation surely shows that we are very far from having attained perfection. Therefore I think that this discussion, if it is carried out in the right way, should produce some valuable information. And when I say " carried out in the right way " I mean that since we learn far more from our mistakes and our difficulties than from our successes, I think we shall gain more if we lay stress on our failures rather than on our victories.
Mr. Kenneth Walker: I have always been impressed by the discrepancies that exist in the technique of prostatectomy as practised by the English school of urology. Now the nearer we are to perfection in technique, the fewer are the variations that we find, and the fact that we are so widely different in our technique in this operation surely shows that we are very far from having attained perfection. Therefore I think that this discussion, if it is carried out in the right way, should produce some valuable information. And when I say " carried out in the right way " I mean that since we learn far more from our mistakes and our difficulties than from our successes, I think we shall gain more if we lay stress on our failures rather than on our victories.
We will agree, I think, that in prostatectomy there are three major difficulties with which we are likely to meet during convalescence: hemorrhage, sepsis, and, possibly, post-operative obstruction. It is to the complication of haemorrhage that I shall devote the greater part of the time at my disposal.
I think it is better to approach this subject in a historical spirit. Like everybody else, I began with the old Freyer operation, but I spent so many unpleasant hours after the operation, waiting for the telephone to tell me that there was more oozinig than there should be that, as soon as possible, I determined to adopt some measure that would ensure the arrestlof hemorrhage. And the first attempt, as with most other people, was with the use of packing. Let me confess that with every method of dealing with hwmorrhage I have had my failures. I have lost a case through faulty packing. There are, moreover, disadvantages of packing even when it is effective, particularly the encouragement of sepsis, and the difficulty and pain occasioned by its removal unless an anesthetic be employed. So when hsemostatic bags were introduced I welcomed and continued to employ them for at least two years. Then I had several cases in which a bag did not satisfactorily control the hemorrhage. I think a bag, by exerting pressure on the vesico-prostatic ledge, can prevent hemorrhage, but it is impossible, in many cases, to get a bag to exercise uniform pressure on the prostatic cavity, and my unsuccessful cases were undoubtedly the result of faulty fitting.
Some years ago Sir John Thomson-Walker read his paper on the open method of prostatectomy. This was undoubtedly a move in the right direction, for it was an attempt to bring a primitive procedure into line with other operations and to substitute for blind enucleation, precision and visual control. I took up the open operation, but though it was excellent in many cases, there were cases for which it was manifestly unsuited, at any rate, in my hands, mainly on account of the extra time required for carrying it out. Moreover, there were stout patients, and patients in whom the prostate was very low in the pelvis, and the prostatic bed very difficult to expose, for whom I finally gave up this operation.
Still later we have seen an attempt by Harris to improve still further the operation by plastic surgery on the prostatic bed. All I can say of this is that I have not yet had sufficient experience of it to be able to pass final judgment on Harris's technique, but I know that with a sharp boomerang needle one can cause considerable hsemorrhage during the process of putting into position the lateral sutures required for obliteration of the cavity.
The result of my experiences has been that I am convinced that one must vary one's technique with one's patient. If I can do so, I perform the open operation, but I do JULY-UROL. 1 not allow myself to be tempted into spending a long time in trying to secure bleeding points deep in the prostatic cavity. If I cannot control hBemorrhage quickly and completely after placing my sutures, I lightly pack. Lately, in cases not suited for the open operation I have gone back to packing, because I fiind that with a Marion's tube and frequent instillations of mercurochrome I can prevent any severe sepsis. But bow long to leave in the packing is a difficult question.
Haemorrhage may occur two, three, four or five days after the removal of the packing. So, like Marion, I am extending the time for which I leave it in. The chief disadvantage of this is that it undoubtedly increases the amount of painful spasm from which the patient suffers.
Coming to the question of sepsis, I think the only point I have time to mention here is the part played by a urethral catheter in post-operative technique. I do not, as some surgeons do, tie in a catheter at the time of the operation, for I find it more useful at a later stage of convalescence, in draining the rather septic bed of the prostate, and, still later, in promoting the final healing of the wound.
There is one minor complication which I appear to have experienced too frequently, and that is adherence of the bladder mucous membrane to the scar, so that secondary suture has been required. I shall welcome any advice on this subject. I am not conscious of having failed in these cases to drop the bladder down before suturing the abdomen.
Mr. Swift Joly: On looking up the records at St. Peter's Hospital I find that I have performed 576 prostatectomies there, with fifty deaths (8*7%). This series includes both complicated and uncomplicated cases. Apart from sepsis and renal back-pressure, the most common complications were stone, new growth and diverticulum. I have also included a few cases in which an unsuspected carcinoma was discovered on microscopic examination of the gland, but have excluded cases in which cancer was diagnosed either before or during operation.
This series may be divided into three main groups, according to the type of operation performed. The first consists of 198 cases operated on by Freyer's method-that is a short abdominal incision, digital enucleation of the prostate aided by a finger in the rectum, and hemostasis by means of irrigation with hot lotion. In the later cases I made it a rule to pack the prostatic cavity whenever I thought the hLemorrhage was not controlled by irrigation. In this group there were nineteen deaths (9 5%). In spite of every precaution four of these patients died within twenty-four hours of the operation, from the combined effects of shock andhoemorrhage. The disadvantages of this operation are (1) inadequatehsemostasis,
(2) shock, (3) sepsis and (4) risk of secondary contraction at the internal meatus. I feel sure that the presence of tags and partially separated fragments of the prostatic capsule had much to do with the chronic infection which followed the operation, and tlhis, in turn, was a predisposing factor in the formation of secondary contractions.
The second group comprises 159 cases in which a modified operation was performed. Thelong incision advocated by Sir John Thomson-Walker was employed, the prostate was enucleated, usually without the insertion of a finger in the rectum, a wedge was cut from the posterior lip of the internal meatus, any tags that could be felt were removed, andhaemostasis was effected by a large gauze plug which was inserted partly into the prostatic cavity and partly into the bladder. The plug was made of vaselined gauze, and was soaked in acriflavine before use. There were fourteen deaths among these cases (8 .8%). There was no immediate mortality, but one patient died the day after the plug had been removed. In this case, death was chiefly-if not entirely--due to recurrent htemorrhage. This operation had several disadvantages, and I would not have used it so extensively if it had not been that the death-rate was at first very low. The principal disadvantages were (1) pain, (2)haemorrhage after the plug was removed, and (3) sepsis. When the plug was in place there was always a considerable amount of painful vesical and rectal tenesmus. These violent contractions of the bladder often continued after the packing was removed, and gave rise to serious haemorrhage. In some cases I think there was niore bleeding with the pack than there would have been had none been used. I usually removed the pack after forty-eight hours. This was always a painful procedure, necessitating either gas or an injection of morphia beforehand. If the pack was left in place for more than forty-eight hours the bladder usually became very dirty.
The third group is composed of 207 cases in which Thomson-Walker's operation was performed. His technique was followed exactly, so I need not recapitulate it. This operation undoubtedly gave the best results. There were seventeen deaths in this group (8 3%). There was no mortality during the first week after operation, deaths from shock and hemorrhage being completely eliminated. It is interesting to note that shock after this operation is less than that after any other, although the patient is longest on the table.
A series of blood-pressure readings were taken during operation in a considerable number of cases, and although they varied according to the type of anasthetic used, those for each anesthetic agreed closely with each other. Under open ether there was no fall in blood-pressure during the abdominal incision and the opening of the bladder; there was a slight fall during enucleation of the prostate, which continued in a slighter degree while stitching up the bladder neck. As soon as hLemostasis was effected the blood-pressure began to rise again, and at the conclusion of the operation it was approximately the same as at the beginning. In no case did the maximum fall exceed 10 mm. of mercury. When a spinal ancesthetic was used the maximum fall was from 30 to 40 mm., but when aZn injection of ephedrine was given beforeharnd it did not exceed 15 to 20 mm. I believe the Thomson-Walker operation is the best that has been introduced up to date. Not only is the shock less, but sepsis is definitely diminished. There is little or no pain after the first forty-eight hours, and there are comparatively few complications. There was one case of reactionary h8emorrhage, and one of moderately severe secondary hwmorrhage in this group. The cause of death was as follows: probable pulmonary embolus on the ninth day, one case; myocarditis, one case; influenza, one case (this patient also had a reactionary hemorrhage); pneumonia, four cases; pyelonephritis, ten cases. There was no case of secondary obstruction at the internal meatus.
Twelve cases, all operated on in 1921, still remain to be accounted for. They have not been included in the foregoing groups, as they were operated on by different methods, which were tried experimentally. Three of them were operated on by a flap method very similar to that described by Harris. In two the flap sloughed, while in the third it grew across the internal meatus, and completely separated the bladder from the urethra. I had to reopen the bladder and remove the obstructing septum. In the remaining cases I passed a traction suture through the projecting middle lobe, incised the mucous membrane round the internal meatus, and enucleated the prostate while pulling on the suture. This method makes the enucleation extremely easy, but I gave it up, for two reasons. The first is that it is only applicable in cases where there is a definite intravesical projection of the prostate, and in such cases the enucleation is always easy. It cannot be employed in the difficult cases in which the gland is entirely extravesical. The second objection is that one tends to make the incision through the mucous membrane too far out, and remove too much of it. In one case I found that I. had left a large bare area surrounding the internal meatus, and had considerable difficulty in bringing the vesical mucosa down to it.
After-treatment.-At the operation I leave a Marion's tube in the bladder, where it remains for four days. This tube has an angular extension, and drains the urine into a receptacle placed between the patient's legs. On the fifth day it is replaced by a self-retaining suprapubic tube, which is left in for a week. On the eleventh day a catheter is passed, and tied in, while the suprapubic tube is removed. The catheter is left in the urethra until the sinus is healed. In most cases the bladder wound closes between the fourteenth and the sixteenth day. The bladder is washed out twice a day with a dilute solution of silver nitrate until the sinus is completely closed. The object of this method is to keep the wound dry during the whole of the convalescence, and in this respect it succeeds admirably.
Mr. John Everidge: Selection of Cases.--The clinical picture I would put first and reinforce the opinion so gained with laboratory tests, of which blood-urea estimation and the urea-concentration tests are the most important. In considering the general health of the patient I would lay special emphasis on the assessment of the myocardium, so far as this can be made. Tests of energy strains, by walking rapidly upstairs, etc., are valuable. The blood-pressure should be taken on several occasions. Preliminary Treatment.-A few days in hospital or a nursing home is a great advantage, to get the patient used to new surroundings, to gain confidence, to accustom him to suitable diet, and to regulate the bowels. Cleansing of the mouth is desirable, and if there is ample time carious teeth should be extracted, but if time is limited it is far wiser to leave the teeth than to remove them a day or two before operation. The patient should be grouped, in case of subsequent necessity for bloodtransfusion. Three days before o )eration I give glucose and alkalies; these are continued until the patient has passed through the danger period. The alkalies are then substituted by acid sodium phosphate and hexamine.
The Ancesthetic.-My routine is light open ether with novocain infiltration to the rectus muscles. The amount of ether given is quite insufficient to give relaxation, but i% novocain injected on either side in two places, (1) at the level of the umbilicus, and (2) half way between that and the symphysis-well into the muscle sheath-gives all the relaxation necessary, and I find there is no greater difficulty in removing the prostate with this method than with stovaine anesthesia. I have had considerable experience of stovaine and like it very much, but I have seen one or two cases where the shock was alarming, and for that reason I have given it up. I have used spinocaine, and it has been quite satisfactory. I have generally found that the drop in blood-piessure is less with the novocain-ether method than with a spinal anesthesia.
The Operation.-The Thomson-Walker operation I regard as the ideal one, and if the technique is faithfullv performed according to Sir John's directions, postoperative obstruction is almost impossible, and the likelihood of haemorrhage greatly diminished. In those cases in which the patients are not qualified for this operation I perform the two-stage operation. I avoid a buttonhole incision for the first stage and make the incision about 2i in. long, unless it is likely that the second stage would have to be deferred for longer than three weeks. When the second stage will follow after a short interval and a longish incision is accordingly made, it is important to fix the tube at the upper end of the wound. This keeps the peritoneum out of the way and gives more space to work in when re-opening the wound for removal of the gland. In this way much time is saved, and the re-opening of the wound and the removal of the gland only take two or three minutes.
In the hands of the experienced the risk of leaving tags and a ledge is slight, and I do not know of a single case of two-stage prostatectomy which I have done in which there has been obstruction.
At the preliminary operation, although the parietal wound is made fairly large, the bladder is drained through a small hole with the aid of a trocar and cannula and a malacot tube. A watertight drainage can practically always be guaranteed and the patient, as a rule, is extremely comfortable. I nearly always have a general 1292 38 ancesthetic given for the first stage, for although I appreciate the fact that it is not necessary and that the operation could be done perfectly well under local antesthesia, I think that this first anesthetizing is a very good " dress-rehearsal " for the big operation. It enables one to ascertain how the patient takes a general anaesthetic.
Preventzon of HIammorrhage.-If the Thomson-Walker operation has been carried out and suturing at the bladder neck, either interrupted or continuous, effected, postoperative haemorrhage is to a large extent prevented; however, there are a few cases in which there is oozing from the bottom of the cavity, and in these it is best to use light gauze packing. I avoid the Pilcher bag in these cases as I think the pressure of it may disarrange the suture. Where no suturing is done as in an early secondstage operation, I lhave resorted to packing with iodoform gauze for a considerable time, but have now returned to the Pilcher bag, with which I am well satisfied, for the risk of haemorrhage when removing gauze is considerable. The precision and accuracy of pressure obtained by inflation and deflation of the bag and traction on the catheter are in its favour. Deflation and relaxation of traction should be done as early as possible; prolonged bag pressure undoubtedly predisposes to sepsis.
The In-tied Catheter.-Where a Pilcher bag is not used the question of an intied catheter arises, and in many cases I think it has advantages, especially when sepsis is already established, for by its use either continuous or intermittent irrigation can be carried out at will. Subsequent to the removal of the catheter or bag I usually adopt the Janet method of washing out. The lowered resistance of the sphincters makes this easy, and a pressure of two feet is usually ample.
Haemorrhage remains the bugbear of prostatic surgery. It is not only immediately dangerous, but it conduces to sepsis, from which there is the great risk of ascending infection and therefore of urwmia. Many patients, borderline cases, will do well, but htemorrhage destroys the whole fabric and brings out any inherent weakness. One of my patients was doing well until the day heemorrhage came on, and then he rapidly passed into a comatose state; a blood examination here showed not ureemia but hyperglycmmia, the report upon it being that it was 0*8%. Two previous examinations had failed to show sugar in the urine. I regard those cases of mildly persistent hbemorrhage as almost the most dangerous, from one's reluctance to disturb the patient by such active interference as repacking or replacement of a Pilcher bag. One goes on from day to day hoping bleeding will stop, and tries all the expectant remedies. Suddenly the picture changes, the temperature perhaps goes up, the tongue is found to be dry, and it is obvious that uramia is now threatening. At this stage transfusion, if not previously done, must be carried out without delay. It offers the best hope of saving life.
Post-operatiIve Ileus.-Amongst the commonest post-operative complications is the accumulation of intestinal gas. In milder cases the patient gets nothing more than degrees of colicky pain, and if the accumulation is mainly in the rectum or pelvic colon, there are frequent bladder spasms. Occasionally distension may be acute, and actually endanger life from pressure on the diaphragm and embarrassment of the heart's action. Many years ago two of my patients died from this condition. How does this come about ? There are several factors at work. It may occur, no matter what anaesthetic is used; I was never convinced that it was more frequent after spinal anaesthesia. My own feeling is that it occurs from several causes: (1) The patient is often old and feeble, has an atonic intestine, and a flabby abdominal wall, therefore he has not a good natural power of expelling flatus.
(2) Anyone who has had an abdominal incision realizes the pain, during the first few days, of contracting the abdominal muscles to assist defeecation or expel flatus.
(3) The patient is nursed in the Fowler position, is probably planted on an air ring, and there is very considerable resistance at the anal orifice.
Natural expulsion of flatus is therefore a difficult matter in the first few postol)erative days, and so gas accumulates in the rectum, then the rest of the colon-and ultimately, by a vicious circle, all the intestines-become blocked with gas. If, therefore, the rectal accumulation can be prevented from the time of the operation onwards, there is a probability that this may all be prevented. Accordingly, for the last five years, I have made it my routine practice, in cases where ileus is likely, to fix a small tube in the rectum on completion of the operation and retain it there for two or three days. As well as serving to allow the passage of flatus it is useful as a means of introducing bromide, glucose, stimulants, etc. On the morning of the second or third day castor oil is given by the mouth, and 4 oz. of warm olive oil run up the rectal tube; the tube is immediately removed, having by this time fulfilled its purpose. My house-surgeons, sisters and nurses are universal in its praise. I often ask them if they would like me to go on using it and they invariably answer in the affirmative. The patient rarely complains of any local discomfort. Since using it I have not had a single case of post-operative ileus which has given me the slightest anxiety.
Resitlts.-In regard to mortality there are certain factors which will influence the figures of any one surgeon. The most important will be the nature of his practice. Those devoting themselves largely to hospital and infirmary work must necessarily get an unduly high mortality, for several reasons: (1) Hospital patients present themselves in a more advanced stage of illness. (2) Changing resident and nursing staff. To procure the best results a permanent team is a factor of the highest importance. (3) The impracticability of a catheter life, or a life of suprapubic drainage.
For these reasons an operation, which may be highly hazardous, not infrequently has to be undertaken. There is no alternative. Were there unlimited hospital beds or infirmaries or institutions where patients could be well looked after, living a catheter-life, or the life of suprapubic drainage, the mortality in this class of practice would be much lower.
Reviewing the mortality I find in a series of 150 cases of prostatectomy, eight in which death was directly or indirectly due to hwemorrhage. In many of these operation was performed at a distance, and I was not personally conducting the after-treatment. In two, continuous irrigation was being carried out immediately after the operation, and there was not precise enough recognition of the amount of blood which was being lost. In two, hiemorrhage came on after gauze plugging was removed, one patient died in the coma of hyperglyca3mia (already referred to) and the other from uremia. In four cases ha3morrhage came on late, about the sixteenth day, when the wounds were healed, or all but healed, and the patients were passing water naturally. In each of these cases the patients died from uraemia.
In four cases death) took place from primary shock. In three of these stovaine antesthesia had been employed, and in one the patient had had a local injection of novocain and light ether inhalation.
Of the remaining fatal cases, one patient died from pneumonia, and one from pulmonary embolus on the fourth day. One died from pulmonary embolus on the twenty-first day; the wound had long since healed and he was passing water naturally, and was actually walking out of his room on the way home. One died from ureemia on the twenty-fourth day. This was probably the result of an ascending infection and pyelonephritis. 
12-28%
In glancing at these figures it might be assumed from its higher mortality-rate that a two-stage operation was the more dangerous, but, of course, this does not follow, because a two-stage operation is obviously performed in cases presenting a less hopeful operation outlook.
Mr. A. Clifford Morson: I am a supporter of the open method of suprapubic prostatectomy, not only for adenomatosis, which is the common cause of simple enlargement, but also for carcinoma.
From addresses given by distinguished foreigners on the advantages of the perineal route, I am convinced that Dr. Keyes, of New York, is right when he describes the advocacy of this method as " a passion."
So long as permanent incontinence is a possible complication I cannot believe that any surgeon will endanger his reputation by performing this operation in private practice.
The technique which I employ is similar in every respect to that introduced by Thomson-Walker, except that I think the haemostatic stitch is unnecessary if the adenomatous mass is enucleated with a minimum of damage to surrounding parts, and if the individual vessels are picked up and ligatured. Nor do I like the tied-in catheter at the time of operation. It appears to me that it adds to the patient's discomfort, does not drain well, and serves no useful purpose, provided the posterior flap of mucous membrane has been successfully divided.
As a pupil of the late Sir Peter Freyer, I know from personal observation and experience that the immediate results of his technique have given a mortality-rate so low that as yet they have never been surpassed, but post-prostatectomy obstruction occurred much too frequently. This disastrous complication has been eliminated by the Thomson-Walker technique.
A criticism has been raised that there is more shock with the open method. I agree that this is so in the hands of clumsy and slow surgeons. I consider that rapidity of operation, consistent with thoroughness, is all-important. Further, the use of the scalpel as a saw instead of as a knife, and the unnecessary clamping of small blood-vessels in the abdominal wall, produce more shock than anything else. It is a fallacy to suppose that heemorrhage causes shock. Fumbling in enucleation and rough handling of tissues explain many a death in prostatic surgery.
It is generally agreed that the post-operative convalescence of a prostate case never runs an absolutely aseptic course, but I maintain that the open method and the after-treatment in vogue at St. Peter's Hospital bave eliminated sepsis as a cause of death. What has not been eliminated is the danger of infection of the seminal vesicles. This is brought about by the fracture of the ejaculatory ducts at the time of enucleation and the escape of bacteria containing fluid from the bladder base down the ducts to the seminal vesicles. Within a short space of time these little ducts are sealed up and the seminal vesicles then present perfect culture tubes. The manifestation of the infection may be immediate, or remote, more often the latter, which explains why some surgeons maintain that they never see orchitis in their practices.
Months may elapse after prostatectomy before the latent sepsis flares up and spreads along the vasa deferentia to the testicles. One means of preventing this complication is the excision of the seminal vesicles at the time of the enucleation of the prostate, as suggested by Thomson-Walker, but, as he himself points out, is hardly justified, on account of the increase of severity of the operation.
In 1923, at the General Meeting of the British Medical Association held at Portsmouth, I read a short paper on the division of the vas deferens in prostatectomy for the prevention of orchitis. This paper was published in the British M1edical Journal, 1923, but few surgeons in Great Britain have felt disposed to adopt this technique. It is now practised by all urologists of repute on the Continent and by a large number in America.
The technique is simple, and in less than five minutes both vasa can be isolated and divided. Before the operation on the bladder is commenced, the vas is felt for among the other constituents of the spermatic cord through the skin of the upper part of the scrotum. It is then held firmly between the finger and thumb immediately beneath the skin. A small incision a quarter of an inch long having been made, the vas deferens can be picked up with a pair of toothed forceps and pulled out of the wound. The loop of duct thus exposed is freed from the loose cellular tissue which surrounds it, and excised. Contrary to my original practice, no ligatures are used.
I have carried out the technique just described on every case of prostatectomy both in hospital and private practice, for the past nine years, and I guarantee to my patients that whatever other complications they may have, they will never suffer from orchitis.
Cases have been recorded in which, following division of the vas, a swelling of the testicle has occurred. This is due to error of technique and observation. If the tunica vaginalis is punctured, a hydrocele may form, a prick of a vein will produce a haematoma, and sepsis will cause cellulitis around the testicle, suggestive of orchitis.
Should vesiculitis follow prostatectomy and division of the vas deferens, the infection will spread as far as the point of dissolution of continuity of the duct, and a tender swelling can be felt at the external abdominal ring. A small abscess may even form here. The result of this minor procedure proves that infection from the region of the prostate spreads to the testicle along the vas and not by way of the blood-stream. It also demonstrates that the lymphatics concerned as carriers of infection must be in the wall of the duct, for the latter only is divided.
If a patient is suffering from quiescent orchitis at the time of prostatectomy, it is obvious that the infection within the organ will be unaffected by the division of the vas.
As sterility is caused by the rupture of the ejaculatory ducts during the prostatic enucleation, division of the sperm-carrying tube in any other part of its course is of no consequence. When old gentlemen, after prostatectomy, flatter themselves that they have become fathers, it is wise to leave the truth and the other man to take care of themselves.
Finally, I propose to give you figures of the results of the last 128 consecutive cases of prostatectomy performed by myself at Peter's Hospital. Cases in private practice are excluded, so as to avoid any suggestion of attempt to improve on purely hospital statistics. The results in private practice are notoriously better than those in hospital practice, but it is difficult to obtain an unbiased view of statistics from the former.
I am indebted to Mr. Edwards, the resident surgical officer, for the compilation of the table.
Of 128 cases, 26were complicated by such pre-operative conditions as stone, stricture, diverticulum, etc. The remaining 102 included cases of pre-operative retention anduraemia.
In two of the 26 cases complicated by stone, etc., the patients died, making a mortality-rate of 7 69%. Among the remainder, namely, 102, seven patients died, giving a mortality-rate ot 6-8%. The total mortality-rate therefore for 128 cases is 7 0 3%- ' The average number of days these 128 remained in hospital after prostatectomy was 28 '5.
Sir John Thomson-Walker: The operation I advocate consists in making a long incision, and enucleation with the finger. The patient is then placed in the Trendelenburg posture, the base of the bladder is fully exposed by retractors,. nodules and tags are removed, and the opening from the bladder into the prostatic cavity is enlarged, the haemorrhage is then controlled either by continuous suture, or by a suture round each bleeding vessel. If bleeding still continues from the deeper part of the cavity, I do not prolong the operation, but pack round a catheter which I have drawn well into the bladder. A large tube is placed in the bladder, and. a smaller one in the pre-vesical space, to prevent pelvic cellulitis. I always use a retained catheter in the urethra in order to facilitate irrigation. The catheter is not used for drainage at this stage. I prefer continuous irrigation, and it is very easy to carry this out with a retained catheter and a Hamilton-Irving box. This box is very important in the after-treatment. We put a bag of boracic crystals inside the box over the end of the tube, so that when the urine wells up it forms boracic lotion, and there is an antiseptic " atmosphere" round the end of the tube. I place an antiseptic dressing on the end of the penis and also on the end of the catheter, because it is difficult for nurses, and even house-surgeons, to realize that the end of the catheter is as much open to the bladder as is the end of the suprapubic tube. Constant irrigation is carried out with a very weak nitrate of silver solution for three or four days after the operation, until the urine is either only slightly smoky or quite clear. Both tubes are removed on the fifth day, and if necessary I insert a smaller tube instead of the larger one. The catheter is removed on the seventh day.
If the patient has not passed urine by the twelfth day, I put in a catheter again, using it for drainage.
This operation is designed to prevent sepsis, to control hsamorrhage, and to prevent obstruction; and, from my own experience and what previous speakers have said, it seems to have been attended with a large measure of success. I think it does go very far-not completely, but very far-to reduce those three grave complications.
As to the time of healing, for the last six years I have taken particular note, in my private cases, of this. On the average, urine was passed on the 11th day; the wound healed on the 16th day.
Can all cases be treated by this operation ? I say they cannot; there is no operation into which all cases can be fitted; you must select the operation according to the need of the patient. This is the routine operation which I perform, and the number of cases in which I do not perform it is not very large. In cases of severe sepsis of the bladder and infection of kidneys one must drain the bladder by suprapubic cystotomy. If I have a case of chronic retention and renal failure, and after draining with a catheter for fourteen days, or three weeks, the kidneys are still in a bad condition, I drain the bladder by suprapubic cystotomy and let the patient go away for an indefinite time. In those cases prostatectomy becomes a secondary prostatectomy. I think the open operation is unsuitable for the majority of cases of secondary prostatectomy-it is too severe. The scar tissue in the abdominal wall must be removed and the bladder mobilized. The bladder is contracted and the base is difficult to expose. There are, however, a few secondary cases in which there is little scar tissue and the bladder is distensible, and the open operation can be carried out satisfactorily.
There is another type of case in which it is wiser not to spend too much time on any operation, and that is the case of the very old and feeble patient, or the patient who has serious complications, such as bronchitis. In these cases, I get through the operation as quickly as possible, and I think that for these patients the Trendelenburg position may be too severe, so if I have to perform prostatectomy 1 do it by the closed method.
The open operation is not a long one when the operator is accustomed to it and team work is practised. It takes about seventeen and a half or eighteen minutes and without the suturing of the bladder base, it can be done in thirteen minutes. Mr.
Joly said there was less shock than after the Freyer method and I agree with him that shock is not really a necessary factor in an open operation. Time after time I have pointed out that the patient is really as well as when we began the operation.
I have looked through the results of suprapubic prostatectomy. I took up my private cases for eleven years (1919) (1920) (1921) (1922) (1923) (1924) (1925) (1926) (1927) (1928) (1929) ) so as to compare them with hospital cases. During these eleven years I have operated on 472 cases of simple enlargement of the prostate, and the mortality was 5-2%. In one year (1921) the death-rate was down to 17%. In 1923 I had operated on a series of cases with a mortality of 2 1%. Then in 1920 my mortality was 11 4%, and in 1927 it was 9 * 7%. So one may get a series of cases which completely upsets one's previous statistics. And I went through all the statistics at St. Peter's Hospital for 29 years. There were 2,691 cases, operated on partly by the Freyer, partly by the opeii, method, and the mortality was 9 * 9%, an extremely good figure, considering that a number of surgeons had contributed to the result. The general hospital cases were collected from all over the country; there were 3,451 cases done in general hospitals, with a mortality of 19 5%. I have tried to ascertain why one gets better results in private than in hospital, and I think it is, largely, because in private the cases, after operation, are attended in separate rooms, by specially trained nurses and by the surgeon who has performed the operation and who has had a long training in the complications and the rapid treatmient. Again, the difference between the results at St. Peter's Hospital and those at general hospitals is evident. I think it is due to the fact that the nurses at St. Peter's are nursing the same type of cases all the time, and the hospital is given up largely to that type of case; there are small wards, which are kept much warmer and have fewer draughts than is the case in the wards of large general hospitals Moreover, the house surgeons at St. Peter's hold the junior post for six months before they are allowed full responsibility.
The question of packing has been raised. It is not necessary to keep packing in longer than 48 hours. If when it is taken out there is bleeding, it may be replaced. But after 48 hours, I think it a mistake to leave it in, because there is a tendency to sepsis. Iodoform gauze is the best material with which to pack. I agree as to the danger of ileus as a complication, but I think it is a toxcnmia, and largely due to septic teeth or to a septic condition in the intestine before operation; there is a paralysis due to interference with the sympathetic nerve supply, rather than a direct effect.
Mr. G. E. Neligan: For my prostate cases in hospital I have a special card, and I have taken the last 100 of these cards and worked out the various complications which have occurred, all the cases having been done by the same technique, both as to operation and after-treatment. If a patient's renal efficiency is not good, I put a suprapubic catheter, under local or general anasthesia, into the bladder, and when the kidneys have become efficient I proceed with the prostatectomy as in a one-stage operation. Then I fill up the bladder and divide the vas on both sides and ligature it. I make a small suprapubic incision, stitch the bladder to the muscle-largely for the convenience of dealing with the tubes afterwards-then enucleate the prostate, and put in a Pilcher bag, which I fill up with air, and tether to the right thigh. A tube is then inserted beside the Pilcher bag into the bladder. I put on an Irving's box. At the end of twenty-four hours the tube is removed, the Pilcherbag is also removed, and a de Pezzer catheter is placed in the bladder, and dry dressings are put on with a many-tailed binder. Often the dressings have to bechanged in the first twenty-four hours. I leave the de Pezzer catheter in for ten days, and I encourage the patient to kick about in bed. I do not carry out irrigations. After the de Pezzer catheter has been removed the Irving's box is put on and remains on until healing takes place. I leave the catheter in for ten days because the chief point in the aftertreatment is not to allow healing too soon. If a piece of skin, the size of a half-crown,. is torn away from the arm and an antiseptic dressing is applied, the ulcer will take a fortnight or more to heal over. I look upon the cavity of the prostate as very similar, except that it cannot be kept sterile. So that healing will take three weeks, within which period the majority of complications occur. I do not encourage the patient to pass urine under three weeks. If he does not pass it then, I introduce a bougie and tie in a catheter until the wound has healed up.
In those 100 cases the mortality was 5%; one patient died from a pulmonary embolus, and one died from septicamia and ascending pyelonephritis. The blood-urea. in this latter case was 33. I performed a one-stage operation, and the patient had acute inflammation of the prostate. A third died from lobar pneumonia, a fourth from coronary atheroma. The fifth was a doctor, who announced before the operation that he was going to die, and he did so on the third day. He did not bleed, he just died, supposedly from shock. The average healing time was 25 -5 days, but five took from forty to forty-four days, and two very septic cases took sixty days; in these last two strictures developed, and I had to reopen. In sixteen out of the 100 I used bougies and tied in catheters on the twenty-first day, as the wounds had not healed up, nor had the patients begun to pass urine.
Of the complications, secondary hemorrhage took place in two cases, in each case when the patient began passing urine before three weeks. The hemorrhage was controlled by a Pilcher bag, and one patient had incontinence afterwards. In three cases there was inflammation of the vas, but it did not go so far as the testicle, as I cut the cords. Four patients had pulmonary embolus, which in one case was fatal, and in four cases the adenoma was found, on section, to be carcinomatous. In the two cases in which there were strictures I was obliged to re-open and make a new tract.
I have looked up my previous 100 cases, in which I employed a different technique; the mortality there was 8%, and there were more complications, which I am sure were due to allowing patients to pass their urine too soon.
Mr. H. P. Winsbury White: It is gratifying to find so much unanimity with regard to the open method of suprapubic prostatectomy. It is certainly important that different methods should be fully discussed, but it is of greater importance to find so much concerted opinion concerning one of these methods, especially as a certain amount of bewilderment results from the advocacy of a number of different procedures.
Sir John Thomson-Walker has told us that he does the greater proportion of his cases in a one-stage operation by the open method, but that, in a proportion, this is not the best operation. As a surgeon's experience increases, he tends to operate on more cases in one stage, and on less in two stages, but until he has performed a large number of operations he will be wise to make considerable use of the two-stage procedure. This is a rule which has served me well. A point which is worth emphasizing about two-stage prostatectomy is the progressive improvement in health in proportion to the length of time that the cystotomy is continued, more especially if the patient is sent home and made to go about between the two operations. Even those cases which are so bad that they barely survive the cystotomy may make a remarkable recovery in this way.
I have ventured into the perineal region on a number of occasions in performing prostatectomy, not that I have any fixed opinion that this route is a better one, but knowing that the operation has been practised in America with great success, I felt that I should like to try it. My experience is that if the proper technique is followed one can obtain a perfect result. I have performed it in twenty-four cases, and have had only one case with post-operative urinary incontinence, but I feel sure that the avoidance of this complication is a matter of careful technique. The perineal method has the advantage claimed for the open suprapubic route, that the haemorrhage can be controlled under direct observation. There is indeed an additional one, namely, that the empty prostatic cavity can quite simply be completely obliterated.
I am perfectly satisfied from my own results that the operation is a good one.
Mr. Morson has said that he divides the vas deferens as a prevention of epididymitis. I have followed this plan myself and I am satisfied with it. I have never known epididymitis to occur after this procedure. It is a great comfort to know that one can be certain of avoiding such an unpleasant complication.
Mr. Jocelyn Swan: So far we have had considerable unanimity of ideas, but there are several points which I would like to raise, as I have found them of considerable use to me in the conduct of an operation for prostatectomy.
First, we have learned the very great advantage of an adequate incision in the abdominal wall and also in the bladder, a step first advocated by Sir John Thomson-Walker in his open operation, in that the operator can see what he is doing and no longer attack the prostate blindly, as in the Freyer operation. Another point which I have found most useful before the enucleation of the prostate is begun, is to anchor it by means of a pair of toothed forceps. I put these forceps on to the most prominent portion of the gland and by means of them bring it upwards towards the pubes. I then make a semicircular incision around the posterior part of the prominent gland with scissors, dividing the mucous membrane and the so-called " capsule," and I have been struck with the ease with which one gets into the line of cleavage in this way. In some cases I have used the endothermy current for making this incision, with the object of arresting bleeding from the mucous membrane. With the prostate fixed and with the incision made in this manner, the enucleation of the gland by means of the finger is much simplified. I am convinced that the two complications we have to fight against in prostatectomy are hemorrhage and sepsis. Ha%morrhage can be largely controlled by the open operation. I do not personally use a continuous suture around the posterior two-thirds of the margin of the cavity as I think this is unnecessary, but I frequently put in one or two sutures in the margin, especially if any bleeding points are present. I leave these sutures long and use them as tractors to open up the prostatic cavity, when any pieces left at the enucleation can be easily removed. I think the greater part of the htmorrhage after a prostatectomy comes from the walls of the cavity left after the enucleation, and for some years I used to pack the cavity around a catheter, using iodoform gauze soaked in paraffin, the packing being done by means of a special instrument which I saw employed by Legueu in Paris. I found that I gave my patients increased pain by the packing, and also that its removal after three days was painful. I therefore discontinued the packing and used Pilcher's bags, and I must say I have been much pleased with them as I think they are efficacious in controlling the oozing from the walls of the cavity. At the end of the operation I anchor the bag to the right thigh, put two tubes into the bladder, one large and the other small, and I always drain the pre-vesical space by corrugated rubber. I use the catheter through the Pilcher bag for irrigation, and, unlike Mr. Neligan, I irrigate my patients twice or three times a day, or, in the presence of sepsis, I employ continuous irrigation. I remove the small drainage tube on the second day and also deflate the bag, and on the third day I remove the larger tube from the bladder together with the deflated bag, and at the same time tie in a catheter through the urethra which I maintain for a further week, still keeping up the irrigation by means of the catheter.
I find on an average that the suprapubic wound is healed and the patient passing urine naturally within seventeen days, and if he is not passing urine after twenty-one days I do not hesitate to re-insert the catheter for drainage. I think it is time we gave up using the term " two-stage prostatectomy." Why not call the first operation cystostomy and the second prostatectomy ? After all, the first operation is designed to overcome sepsis which miay be present, or to tide the patient over his renal troubles before the prostatectomy can be done. In cases in which I consider that either sepsis or renal inadequacy precludes the performance of a prostatectomy, I am strongly in favour of draining the bladder suprapubically rather than by means of an in-dwelling catheter.
Mr. Cyril A. R..Nitch: I agree that open prostatectomy is the ideal operation, in that the operator can see what he is doing and can ligature the two vessels in the rim of the prostatic cavity. But those are the only vessels from which hemorrhage can be arrested, the oozing from the rest of the cavity, often considerable, cannot be dealt with any better by the open than by the closed method. I do not see very many cases for which, in my opinion, a one-stage prostatectomy is suitable.
I have looked through the notes of my last 100 cases; forty-one were one-stage, and fifty-nine two-stage, operations. The total mortality was 9%. In most of the one-stage cases I performed the Thomson-Walker operation; there were three deaths, making a mortality for those cases of 7%; in the two-stage cases my mortality was 10%. This means that the two-stage operation is performed for patients who are too ill and feeble to stand the one-stage; either their renal function is poor, or they have marked urinary sepsis. The interval between the two stages of the operation varies greatly; it depends on the recovery of the patient from his sepsis or from his renal deficiency. I find that in fifteen cases the bladder had required drainage for over a month, and in three for three, seven, and fifteen months respectively, before the patients were fit for operation. All these patients recovered. In the presence of much sepsis an autogenous vaccine is always given after the bladder is drained.
With regard to control of primary haemorrhage, I have given up bags, plugs, and packs, having tried them all. If the hemorrhage is profuse at the time of operation I put in a pack, but I very rarely have to do this.
In seven of the hundred cases there was secondary haemorrhage. In two of these the operationi was by the open method. Eight patients had epididymitis afterwards: two of them had had a catheter tied in. When there has been antecedent epididymitis, or when there is pronounced urinary sepsis which will not clear up with proper treatment, I divide the vas on each side at the time of the prostatectomy. In two of the hundred cases there was post-operative obstruction, both after the Freyer operation.
In the two-stage cases, thirty-two had retention (thirteen with cystitis) and seventeen had over ten ounces of residual urine (several with cystitis). This accounts for the large proportion of two-stage operations in this series, for, when preliminary drainage is necessary, I always do it suprapubically as I do not consider that an in-dwelling urethral catheter gives the same rest to the urinary system. Further, the in-dwelling catheter always sets up a urethritis, mild certainly, but still a source of infection; again it is impossible to keep the end of it surgically clean.
The three deaths after the one-stage operation were due to coronary, pulmonary, and cerebral thrombosis respectively, and the six deaths after the two-stage operation were due to uremia, pneumonia, pontine htemorrhage, shock, and pyelonephritis (two).
Mr. S. G. MacDonald: It is not often that serious heemorrhage occurs during this operation, but it happens now and again, notably with large, soft prostates. After an easy, clean enucleation, the blood pours out, and the cavity must be plugged quickly; if the plug is left in for forty-eight hours there is rarely trouble afterwards. For the reactionary or secondary hwemorrhage which occurs later I have not plugged for some years. The chemical pathologist groups all my cases, and when I receive a report of the functional tests I know what blood-group the patient belongs to. If haemorrhage worries me and there are general symptoms, with rise of pulse, I have transfusion done straightaway, and that has not failed me; it replaces the blood lost and stops hamorrhage, and obviates the forty-eight hours' constant pain followed by sepsis.
Shock is a question of degree. To eliminate it, it is necessary to abolish all the sensory paths if possible; the auditory and visual one are as important as the tactile. These latter are abolished by general anesthesia, and then a small spinal antesthesia given (I use only *25 of a 10% solution of stovaine). That gives perfect relaxation and anesthesia as long as required, and there is no shock.
With regard to sepsis, my chief objection to tying the vas, as a routine, is that though in perhaps 30% of cases there may be epididymitis, it is not a serious complication.
The important complication as Mr. Morson has emphasized is vesiculitis, and tying the vas does not overcome this.
With reference to Mr. Joly's remark that more patients go out with aseptic urine after the high operation: surely this is a question of after-treatment. The bladder cannot be drained suprapubically without its becoming infected, and it is not until the patient begins to pass water himself again that the infection begins to clear up. Usually it takes three or four weeks before the urine is clear; but if infection continues it is due generally to vesiculitis, and it becomes necessary to treat that by massage, etc.
Sir John Thomson-Walker mentioned the question of ileus. That is verv important. A fat patient with a distended abdomen is a definite intestinal risk, but in a large proportion of cases ileus is a ura3mic manifestation, not a septic one, I think.
The difficult cases are those in which ureamia develops without any preliminary danger signals. A patient may have normal renal tests and yet uraemia may develop after operation; I lost a patient yesterday from that cause. The autopsy showed one kidney effete and half the other functionless, and yet the tests had shown a normal result. There were many scattered haemorrhages, including some into the mesentery.
Mr. J. B. Macalpine: Post-operative ileus has been referred to by one or two speakers. I believe the most common cause of a persistent ileus is uraemia. Two very intractable cases have occurred in my practice during the last eighteen months, each of which showed a rising blood-urea whicb eventually reached a point above 200, and ended fatally. Considerable unanimity has been evident in this discussion, and yet there has been a good deal of variation in the details of technique. Practically all the members of the Section appear to have adopted the Thomson-Walker technique; I also use it wherever possible, but there is one variation which might be mentioned. When the bladder is being opened, I do not allow the urine to flow out into the suprapubic space; I use electric suction, so that that space is not contaminated.
Mr. Swan says he raises and anchors the prostate. I have done that too, and I also sometimes make an incision in the mucous membrane behind it. I think, however, that we shall all shortly be employing endothermy to make the incision round the prominence of the prostate, previous to enucleation. It should prevent much of the bleeding from the mucous edges. It can also be used for making the V-incision which Sir John Thomson-Walker describes, and which, of course, is designed to prevent stricture. This also may be done before enucleation begins, and the needle may be so used as to incise the internal sphincter. This structure has been dilated and dislocated by the advance of the adenoma, so that it encircles the hypertrophied gland at a variable point below its greatest prominence. It constitutes a tight band, the early division of which facilitates enucleation and delivery of the adenoma.
As to hasmorrhage, we have all been through the stages of bags and packs. I regard the use of the bag as unsurgical, and, if I can, I avoid it, though sometimes I am compelled to use it. Mr. Nitch has said that frequently he did not have to pack, and that many of the haemorrhages could be left to take care of themselves, I agree with this. It may mean the patient being kept strictly recumbent for a greater time, but no pulmonary or other complications result from the recumbency.
With regard to sepsis, I am surprised that no one mentioned the method of suction-drainage. It is quite old; I think it originated in Edinburgh. I adopt it, and I think it invaluable. The suction can be produced by a water-pump or an electric pump. In this way the urine is drawn off from the bladder, and, as a result, the urine never comes up to the suture line, and so does not contaminate the suprapubic wound. Sterile urine is very irritating, and can itself lead to much sloughing of the tissues; if the urine is infected, as it is in many cases, it is even more dangerous. If, as is possible by suction, the wound can be kept quite dry, it means a shorteDing of the recovery time and a diminution in the amount of sepsis.
Mr. E. W. Riches: I would like to pay tribute to the value of diathermy, particularlv in controlling the primary hbemorrhage after enucleation of the prostate. It is of no use to push the electrode into the prostatic bed in a pool of blood. If the cavity is dried out after the bleeding points have been picked up with long Spencer Wells forceps, the points may be sealed off and the patients sent back to bed in a drier condition than formerly.
I have treated very few cases with diathermy, and I wonder whether others have used it, and if so, what they think of it. I have been struck by the greater comfort of patients who have to wear an Irving box afterwards, since the introduction of Sorbo cushions round the box.
Mr. E. T. C. Milligan: I now arrest haemorrhage in prostatectomy by the routine use, in all cases, of the Pilcher bag, after experiencing anxious times over the shortcomings of the other well-lknown methods. All traction apparatus, splints, weightu-s and appliances are dispensed with as unnecessary, uncomfortable and occasionally harmful.
The bag, if inserted with the anterior margin within the prostatic cavity and the posterior margin inverting the posterior lip of the cavity, will, when distended, fit snugly and securely in position, without traction, and will exert pressure sufficient to arrest haemorrhage before the patient leaves the operating table. A procedure such as this leaves nothing to chance, and commends itself to practitioners and house-surgeons who have charge of these cases in distant nursing homes and outlying hospitals.
The bag, I would suggest, has further benefits. It remains in the prostatic cavity undistended for three days, thus preventing the cavity from collapsing, as it usually does, together with the bladder neck, after the removal of the prostate. Moreover, the products of inflammation rigidly set the walls of the cavity in this open position effected by the bag. Thus the bag contributes to the prevention of post-prostatectomy obstruction.
It is my practice to begin the enucleation of the prostate in the prostatic urethra by rupturing the urethral mucosa on each side of the anterior mid-line, with the result that in all cases a horse-shoe shaped prostate is removed in contrast to the ring-shaped prostate usually removed when enucleation is commenced posteriorly on the bladder aspect. Besides the advantage of easier enucleation, especially in difficult cases, there remains in the intra-urethral method a vertical column of untouched mucosa lining the anterior aspect of the prostatic cavity, which must be important as a focus for the subsequent epithelization of the bare areas left after enucleation. This important area of intact mucosa does not exist when a ringshaped prostate is removed.
Nowadays the help of a finger in the rectum is rarely required during enucleation of the prostate. The objections to its use are theoretical rather than practical, and I would strongly advise its use for guidance in dealing with the difficult fibrous prostate when no definite or easily followed line of cleavage can be found. The chances of the enucleating finger entering the rectum are not negligible, and the difficulties of dealing successfully with rectal fistulae into the prostatic cavity, once established, I have found, in cases referred to me, to be very great.
Mr. J. Gabe: I have had the opportunity of observing many methods employed by London urologists. I think bags and packing should be avoided as much as possible. Early disturbance of the rectum, by getting the bowels open or by the introduction of a rectal tube, should also be avoided, as it conduces to hamorrhage.
I agree that the open operation is best, but I have seen a patient who went out of hospital nineteen days afterwards return a few weeks later with obstruction.
Two or three years ago I saw diathermy employed to stop bleeding, and it was very successful; the bleeding points were touched by the endothermy current. Continuous irrigation for ten days with silver nitrate solution I have found to be very good, particularly with the tubes devised by Mr. Winsbury White.
I have been struck by the frequency of pneumonia and other chest complications in these cases, and I should like to know what is thought of the suggestion that they are due to septic emboli. I have seen incontinence more frequently follow operation for the fibrous type of prostate than that for the ordinary type.
Suction is employed in several hospitals in London.
Mr. Hope Carlton: How far is Mr. Jocelyn Swan in the habit of pushing enucleation by holding the prostate with the volsellum forceps? It is the method by which Mr. George Waugh, years ago, removed tonsils with great success. I have employed it in the case of the prostate, but it took me a considerable time. The prostate is seized with volsellum forceps and, using wide-bladed forceps, and after a few touches on its side, it comes out. I would utter a warning against employing the suction method, with the Cathcart water-pump. I have seen almost every accident imaginable take place owing to its use.
Mr. Jocelyn Swan, in reply to Mr. Hope Carlton, said that he brought the prostate up by means of the forceps, made an incision with blunt scissors, and then used the finger. He did not use the scissors or any instrument in the actual enucleation. He had been using the endothermic current for making the incision, and he intended to go on with it.
Mr. Harold Dodd: I have seen several fatal results after suprapubic cystostomy performed on patients who have had acute or chronic retention of urine.
In these cases what I call acute hawmorrhagic pyelonephritis has developed; I think it is this, because of the pyrexia and the intimate mixture of blood and urine which is passed, in spite of repeated bladder washes, until death occurs. Gradual decompression is of the greatest importance in retention before operation.
At least a week of pre-operative treatment should be given before prostatectomy; too much care cannot be bestowed on this, it makes the patient " safe for surgery." It takes the form of sedatives every night (these patients usually have considerable arrears of sleep to make up), and rectal salines and glucose three times a day which give useful extra fluids and train the patients to retain the salines after operation. Work done in acute intestinal obstruction has shown that the blood non-protein nitrogen increased to a urLemic level, and that blood-chlorides diminished markedly, but that the administration of sodium chloride quickly relieved this condition, and the patient showed a corresponding improvement. I think that a partially similar condition occurs in patients with enlarged prostates and damaged kidneys, especially after operation and when ileus is present, and that by pushing the salines before and after operation, by mouth or rectum, subcutaneously or intravenously, definite improvement will result.
I have noticed hesitation in giving salines after prostatectomy, either rectally or subcutaneously, "lest it should cause-h±morrhage," but the beneficial effect easily outweighs any questionable disadvantage. As to sepsis, occasionally after prostatectomy and instrumentation there is a rise in temperature to 102' F. or 1030 F.; in these cases I give potassium citrate, 20 gr. hourly, with gratifying results, the temperature sometimes subsiding dramatically. It is useful to have a record of the fluid intake charted with the urine output; when bladder cases are treated in general surgical wards, the nursing staff sometimes fail to appreciate the importance of pushing fluids, but the duty of measuring stresses it, especially when they are asked to give the patient a gallon of fluid a day ! Mr. Frank Jeans (President): I have only one or two impressions to mention.
One is, that the adoption of the open operation is falling into line with general surgical principles. The operator can see what he is doing. It greatly prevents immediate hsemorrhage, and so it has almost obviated the need of packing and the use of bags.
With regard to the Harris (Australian) operation, I think the prostatic bed is not the place for plastic surgery. The urethra is restored naturally and the formation of the new urethra is greatly helped by the superabundant mucosa which was over the enlarged prostate. This falls into place and meets the posterior end of the normal urethra.
As to haemorrhage, in an ordinary operation one does not expect hwmorrhage, but if it occurs the tube should be taken out, and it will be found that the bladderwall acts as a uterus does when the placenta has been retained. When the foreign body is removed, the musculature contracts and the haemorrhage stops.
I agree that in the case of shock a quick operation with a sharp knife is better than infiltration, and as to sepsis, that is a matter of general surgery. A Canadian surgeon told me that in cases of advanced sepsis he did a three-stage operation. First he passed a large catheter into the bladder and put gauze into an incision made down to, but not opening, the bladder, the advantage being that one obtained a granulating surface which would not be infected. The second stage was the opening of the bladder, and the third stage the removal of the prostate. The bed of the prostate, however, is still a surface which might absorb sepsis, and the surgeon said that 1% of the patients died from sepsis of the wound.
What strikes me as almost a final conclusion in this matter is that no single operation is suitable for every case.
